Exploring the relationship between stapedectomy and the labyrinthine reaction in the contralateral ear in 45 stapedectomized otosclerotic patients, the authors concluded that good operative results can be expected if the ear not operated on demonstrates hyperfunction after surgery, whereas there will be either a partial increase in hearing or no hearing gain when there is hypofunction of the opposite labyrinth.
It is well known that labyrinthine changes occur in stapedectomized patients.v' Numerous investigations have attempted to show what happens to the labyrinth when the oval window is opened and covered by a prosthesis.v" In many instances, signs of irritation of the labyrinth or even labyrinthitisI occur after opening of the oval window.
Most previous investigative efforts have been based on clinical and electronystagmographic studies, without benefit of caloric testing.>' One exception was the study by Smyth and colleagues, 1 who performed caloric testing one 181 month after stapes surgery. Soldatov-investigated labyrinthine changes in the contralateral ear a few days after surgery. He arrived at an interesting conclusion: in the contralateral ear, labyrinthine changes (hyper-or hypofunction) occur and are related to hearing gain in the ear operated on. When he found a labyrinthine hyperfunction in the contralateral ear during the first few days after the surgical procedure, he expected a good hearing gain in the surgically treated ear, and vice versa.
Reviewing the literature in English, we did not find any other report to support his conclusions. We thought, therefore, that it would be worthwhile to investigate the labyrinthine changes in our otosclerotic patients.
MATERIALS AND METHODS
Forty-five otosclerotic patients were audiologically investigated (pure-tone audiogram, speech-reception test, discrimination, and tympanometry). All and with his eyes closed. We used irrigation water at temperatures of 30 0G. and 44°C. over a 40-second period, with an interval of five minutes between irrigations.
The patients were divided into two groups. Group 1 consisted of 15 patients who underwent electronystagmography (ENG), includinga caloric test, one day before theoperation; at the time of surgery; and on the third, seventh, 14th, 30th, and 60th days after surgery. The caloric test was performed only on the contralateral ear on the third, seventh, and 14th days and on both ears one month and two months after the operation. Group 2 consisted of 30 patients operated on five to 12 months earlier who had undergone accurate caloric testing (with Frenzel glasses) but not ENG before surgery. These patients received a thorough investigation, including caloric tests and ENG, six months and one year after the operation. The labyrinthine changes and the 
RESULTS
Of the 15 patients in group 1, nine (60 percent) were found to have labyrinthine hyperfunction in the contralateral ear. A labyrinthine hypofunction was found in six patients (40 percent). The hyperfunction disappeared after one month in two patients and after two months in the remaining seven. Spontaneous nystagmus was noted in two patients at the time of removal of the footplate and introduction of the prosthesis. All patients with hyperfunction of the contralateral labyrinth in the first few days after surgery had the air-bone gap closed in the ear operated on. The hypofunction lasted for two months in four patients and longer in the remaining two patients. Four of the patients in whom hypofunction of the contralateral labyrinth . was found had some increase in hearing, but the air-bone gap did not close in any of them.
In the remaining two, in whom the hypofunction lasted more than two months, there was no hearing improvement after stapedectomy (Table 1) . Of the 30 patients in group 2, a hypofunction of the contralateral and operated-on ear was noted in five (17 percent). In 25 (83 percent) there was no difference between the preoperative reaction and the labyrinthine reaction at the time. of testing. In these 25 patients the air-bone gap was closed. In five patients with Hypofunction of the labyrinth, no significant hearing improvement was noted. In one of the five the hearing did not change at all, and in the others the hearing worsened after stapedectomy ( Table 2 ).
DISCUSSION
It is well known that after stapedectomy both objective and subjective labyrinthine disturbances may occur. H In most patients, spontaneous nystagmus is found soon after surgery." This spontaneous nystagmus disappears in the first two weeks, but in 2 to 5 per-Volume 59, April 1980 12 found labyrinthine changes in 16 percent oftheir patients. Most often, positional nystagmus (Nylen type II) is found after stapedectorny.P'!" Meurman and Aantaa-" investigated 63 stapedectomy patients during the first three days after surgery and found positional nystagmus in 82 percent. Man and Leventon 1S performed ENG during stapedectomy but did not find any vestibular changes. They concluded that the vestibular disturbances that may occur after the operation are due to serous labyrinthitis..
We found spontaneous nystagmus in two patients during the opening of the oval window and during introduction of the prosthesis. This nystagmus disappeared at the end of the operation. The serous labyrinthitis that occurs a few days after stapedectomy is explained by Hough-" as a histochemical reaction of un--known cause. Willis 6  120  60  110  50  125  70  130  60  Normal  7  120  80  110  70  120  70  110  70  Normal  8  90  60  100  60  100  68  102  65  Normal  9  90  50  100  50  108  56  105  60  Normal  10  110  60  120  70  116  68  125  72  Normal  11  120  80  125  70  120  82  128  76  Normal  12  120  85  110  60  126  86  115  62  Normal  13  115  70  100  60  115  72  98  65  Normal  14  120  80  110  70  124  82  116  78  Normal  15  120  70  115  70  120  80  110  70  Normal  16  110  85  120  80  115  80  126  84  Normal   17   105  70  120  75  115  70  120  78  Normal  18  110  80  95  70  114  78  105  72  Normal  19  120  70  110  80  128  75  116  82  Normal  20  115  70  120  80  116  72  124  80  Normal  21  100  80  105  70  110  80  110  70  Normal  22  100  70  90  60  107  70  92  65  Normal  23  110  70  100  80  120  80  115  80  Normal  24  120  60  115  70  128  70  116  72  Normal  25  100  70  95  60  106  70  98  65  Normal  26  100  70  115  70  74  50  120 If the nystagmus lasts more than 48 hours, laby-Smyth and co-workers! investigated 75 parinthine inflammation should be suspected. tients after stapedectomy. These patients un-Spectorl'' reported a decreased caloric re-derwent ENG, including caloric testing, one sponse of the surgically treated ear in 13 percent month after the operation. Vestibular changes of 62 cases studied. Long-lasting vertigo is rare were found in the first three months, but they after stapedectomy, although many patients disappeared within a year of surgery. In our study, 60 percent of the patients in group 1 had a hyperfunction of the contralaterallabyrinth, and the air-bone gap closed in all of them . . Forty percent had a hypofunction of the contralateral ear, and the surgical results were not so good. We found some increase of the hearing, but the air-bone gap did not close.
We found hypofunction of the labyrinth in 17 percent of the patients in group 2. In these patients the surgical results were unsatisfactory. POLARAMINE REPETABS Tablets, Syrup, andTablets areindicated for the symptomatic reliefof someallergicconditions,suchas hayfever, urticaria, angioedema, vasomotor rhinitis, allergiceczema, atopicdermatitis, contactdermatitis (includingpoisoning byivyoroak),drug andserum reactions, insectbites, pruritusaniand vulvae, andpruritusof nonspecific origin. Allergicmigraine andallergic asthma exhibit a variable butoftenbeneficial response. Somecases of asthma, spasmodic bronchialcoughandmigrainerespond favorably to POLARAMINETablets or Syrup. POLARAMINETablets andSyrupcan be usedfor theprevention andtreatment of allergicreactions to injections of allergic substances.
POLARAMINE Expectorant is indicated for the relief of coughsand complications associated withallergic disorders and allergic manifestations of respiratory illnesses, suchashayfever, vasomotorrhinitis, andselected cases of asthma.
PRECAUTIONS
Sincedrowsiness mayoccur, caution patients against engaging in mechanical operations requiring alertness, suchas drivingan automobile, untiltheirresponse hasbeen determined.
Althoughpseudoephedrine intheExpectorantcauses virtually no pressor effect in normotensive patients, it shouldbeused withcautionin patients with hypertension.
ADVERSEREACTIONS
Oneof theprincipal advantages of POLARAMINE isits relative freedom from sideeffects, suchasarefrequently encounteredwithsomeantihistamine drugs.Certain patients may, however, respond to antihistamine drugs by becoming drowsy, dizzy or nauseated. Otherpossible sideeffects includerestlessness, dry mouth,weakness, anorexia, headache, nervousness, polyuria, heartburn, diplopia, sweating, dysuria, and veryrarely, dermatitis. In 83 percent the function of the labyrinth was the same at the time of testing as preoperatively, and in these patients the air-bone gap closed after surgery. We suppose that these patients had a hyperfunction of the labyrinth during the first few days after surgery that returned to normal after two months, as it did in the 60 percent of our patients in group 1. Performing a caloric test recorded electronystagmographically in a stapedectomized patient can in some way provide an answer regarding the surgical results.
We think' that if hyperfunction of the labyrinth in a contralateral ear is found during the first few days after surgery, good operative results can be expected. When there is hypofunction of the opposite labyrinth, we can expect that there will be a partial increase in hearing or no improvement at all. The reasons for this remain to be defined. 
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